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Haemophilus ducreyi as a 
cause of skin ulcers
In a yaws-endemic area, Oriol Mitjà 
and colleagues1 show that Haemophilus 
ducreyi causes skin ulcers in about 
7% of children. In the context of 
empirical therapy, this important work 
underscores the need to periodically 
assess assumptions about epidemiology. 
H ducreyi was thought to be exclusively 
transmitted by abrasions that occur 
during sexual intercourse. In human 
inoculation experiments, 10⁶ H ducreyi 
cells did not infect intact skin, but as few 
as one bacterium delivered by a puncture 
wound caused infection.2 The high 
prevalence of skin ulcers could be due 
to minor trauma and contact between 
infected children or a clone of H ducreyi 
that can penetrate intact skin. 64% of 
the villagers infected with H ducreyi were 
male.1 In experimental infection, men 
were twice as likely as women to develop 
pustules,3 and there was no immunity 
to reinfection;4 sex and an absence of 
immunity might contribute biologically 
to the prevalence of skin ulcers. Single-
dose azithromycin prevented infection 
from weekly H ducreyi inoculation 
for nearly 2 months.5 If strains are 
susceptible, mass treatment of yaws 
with azithromycin could treat and 
prevent H ducreyi infection. Mitjà and 
colleagues1 speculate that syndromic 
management of genital ulcers drove 
H ducreyi into the paediatric population. 
Most genital strains are susceptible to 
only quinolones, macrolides, and third-
generation cephalosporins. Penicillin is 
used empirically to treat skin ulcers in 
the south Paciﬁ c; so far, all cutaneous 
isolates have been β-lactamase 
negative.6,7 The cutaneous strains might 
be older clone(s) of H ducreyi that ﬂ ew 
under the empirical radar.
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